One of the most common conditions encountered in gynecological practice is the cystic lesion of the pelvis. Clinically symptomatic cysts originate mostly from the ovaries and are mostly benign.\[[@ref1]\] Cysts may also arise from the fallopian tube, broad ligaments and other surrounding structures. Considerable diagnostic dilemma may be encountered if clinical, radiological, and estimation of serum markers failed to classify the origin and nature of such cysts.

Hydatid disease, a common public health problem, is caused by the tapeworm of the genus *Echinococcus*. It involves most commonly liver and lung.\[[@ref2]\] Involvement of female reproductive system is rare and in most of the cases primary site of hydatid disease can be traced to the liver and other abdominal organ.\[[@ref3]\] Thus, the involvement is secondary. Primary broad ligament hydatid cyst is extremely rare. Hydatid cyst in the broad ligament may simulate a pedunculated fibroid\[[@ref4]\] or a parovarian cyst.\[[@ref5]\]

The most important factor in its diagnosis is the awareness of the possibility of hydatid disease especially in the endemic area.

According to study conducted by Bickers *et al*.\[[@ref2]\] over a 20 year study in an endemic area among 532 cases of hydatid cyst, 12 cases of pelvic hydatid cyst were noted out of which, only two were identified in broad ligament (incidence of 0.37%). One such exceptional case of primary broad ligament hydatid cyst is being described hereby as the condition is rare and clinically difficult to identify.

THE CASE {#sec1-1}
========

A 35-year-old housewife from East Medinipur District of West Bengal presented with difficulty in micturition over 1 year, heaviness of abdomen, and enlarging abdominal lump over 4 months. She was menstruating regularly. No history of contact with dog or other pet animal could be obtained.

On general examination, the lady was thin built, well-nourished, and not anemic. There was no lymphadenopathy. On systemic examination, respiratory, and cardiovascular systems were normal. On abdominal examination, a cystic mass was palpable in the right lower abdomen with restricted mobility. There was no hepatosplenomegaly or ascitis. Pervaginal examination located the mass high up in right fornix.

Routine blood and urine examination, chest X-ray revealed no abnormality. Serum CA 125, alfa foeto protein (AFP), carcino embryonic antigen (CEA) was within the normal limits. Ultrasonography (USG) of whole abdomen, suggested right sided ovarian cystic mass without any septation, contains non-echogenic mass measuring 10 cm × 8 cm. Computed tomography (CT) Scan abdomen revealed a hypoechoic mass of 10 cm × 10 cm × 6 cm dimension of pelvic origin.

As no definite proof of origin and nature of the mass could be derived by clinical, radiological, and laboratory investigations, a laparotomy was performed as lesion was suspicious of a malignant ovarian cyst. Total abdominal hysterectomy with bilateral oophorectomy was performed. Perioperatively, a cyst showing dense adhesion with omentum, uterus, and colon was noted. Whole resected specimen was sent for the histopathological examination.

On gross examination of specimen, an elongated cyst measuring 13 cm × 6 cm × 4 cm on right side of the uterus arising from the broad ligament. On opening, albuminous egg white membrane like structure came out \[[Figure 1](#F1){ref-type="fig"}\].

![Gross picture showing hydatid cyst in broad ligament](TP-3-155-g001){#F1}

Microscopic examination revealed a cyst wall composed of lamellated ectocyst with chronic inflammatory cell infiltrate in pericyst, consistent with the diagnosis of hydatid cyst of broad ligament \[[Figure 2](#F2){ref-type="fig"}\].

![Photomicrograph shows wall of hydatid cyst with mild inflammation (inset shows lamellated membrane of hydatid cyst wall)](TP-3-155-g002){#F2}

Post-operatively, the recovery was uneventful. The patient underwent further clinical and the radiological evaluation for detection of hydatid disease of other organs. As no evidence of such lesion was identified, a final diagnosis of Primary broad ligament hydatid cyst was rendered.

CONCLUSIONS {#sec1-2}
===========

Hydatid cyst involving female pelvis is rare and isolated primary pelvic hydatid disease is still uncommon. According to clinicoepidemiological study conducted by Akhtar *et al*.,\[[@ref6]\] among 117 cases of hydatid disease in central India there is only 1 case of pelvic hydatidotosis. In Libiya, where the hydatid disease is endemic, 14 cases of pelvic hydatidotosis were encountered in one hospital department between 1971 and 1979.\[[@ref7]\]

A solitary pelvic hydatid cyst is considered primary when no other such lesion is found in liver, lung, kidney, spleen, and peritoneal cavity.\[[@ref8]\] In our case also, we did not find such lesion anywhere else other than broad ligament. Primary broad ligament hydatid cyst is very rare. Bellil *et al*.,\[[@ref9]\] conducted a study among 265 cases of extrapulmonary hydatid disease over 18 year period from 1990 to 2007, where only one case of broad ligament cyst was documented. Arora *et al*.,\[[@ref10]\] Roychowdhury *et al*.,\[[@ref11]\] Kriplani and Kriplani\[[@ref12]\] have reported few isolated case of primary broad ligament hydatid cyst from different parts of India.

In female, genital organs are reported to be the most affected areas in pelvis, which can be related to their relatively high vascularity and true invasions from connective tissue of peritoneum of Douglas and suspensory ligaments.\[[@ref13][@ref14]\] Pelvic hydatid disease can be presented with vague abdominal pain due to irritation, swelling, menstrual irregularities, infertility, and pressure symptoms involving the adjacent organs (bladder, ureters, rectum, and vascular structures).\[[@ref13][@ref15]\] In our case, patient presented with abdominal lump with heaviness of the abdomen and difficulty in micturition. Pre-operative diagnosis of primary pelvic hydatidosis may be difficult as the lesion mimics malignancy.\[[@ref16]\] A preliminary diagnosis by cytology or fine needle aspiration cytology (FNAC) may not always be helpful as thick mucin aspirated with scanty cellularity may simulate laminated membrane of hydatid cyst and easily be misdiagnosed as ectocyst of hydatid disease.\[[@ref17]\] In our case, FNAC and other serological tests were not carried out as there was no suspicion of hydatid cyst in the pelvic region.

Diagnosis of hydatid cyst of female pelvic organ is usually possible only after operation.\[[@ref10]\] In our case, also it was diagnosed only after exploratory laparotomy, which was carried out with provisional diagnosis of right sided ovarian tumor.

However, pre-operative diagnosis of pelvic hydatid diseases can be possible with imaging study such as USG, CT Scan by noting features such as multilocular appearance, cyst wall calcification, a fluid level from hydatid sand, and the ultrasonic water lily sign.\[[@ref18]\] However, in the present case, USG and CT Scan could not detect such abnormality. According to Gharbi\'s classification Type 1 Cystic echinococcosis (CE) and World Health Organization Type 1 CE, present as unilocular cystic lesion with an anechoic content, which is similar to ours. Non-complicated Isolated type I pelvic CE mimicking ovarian tumor Type 1 CE is a diagnostic dilemma as diagnostic criteria of advanced disease are not seen in Type 1.\[[@ref19]\] The condition was identified post-operatively with gross and histopathological examination of the cyst. Therefore, a high degree of clinical suspicion is essential in the differential diagnosis of pelvic cystic diseases to identify such a rare entity especially in endemic areas and hence that the patient can be managed accordingly.

Apart from surgery, three other treatment modalities are established.\[[@ref20]\]

Chemotherapy with albendazole/mebendazolePercutaneous drainage sterilization (PAIR)Observation of inactive Echinococcal stages 'watch and wait' approach.

In our case, as the diagnosis was incidental, pre-operative medication with albendazole was not possible; hence, surgery followed by chemotherapy with albendazole was the treatment of option.
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